MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~63-01144"7
DEPARTMENT OF PUBLIC HEALTH AND WELFAR‘

D.P" "'grsw’#'.l: AMENDED Registration District Na, _ -— %L_Primary Registration Dlmlei Neo. -!3“-.6...?:___-thlﬂrar'l No. ._é_a_

STATE FILE NUMBER

t. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. “If institution: Residence before

a. COUNTY :“ ] 1 : 8. STATE mﬁ b. COUNTY @ admission)
b. CITY {If outside corporate [imits, give TOWNSHIP only) Length of stay in th ¢, CITY - Inside Limits

o et Plaina 2uwks ||. W Glton, Yo O NS

c. FULL NAME OF (If NOT in hospital, give location) inside Limits d. STREET (if cutside, give location) Reside on Farm

HOSPITAL OR ADDRESS
wstiution 31 0 Woaceaten Yol NoO . Yes O No O

3. NAME OF DECEASED First Middie Last 4. DATE Manth Day Year
OF

(Type or print) . . 3 =
delic degan williama | e=w  Taach 21, 1963
5. SEX 6. COLOR OR RAGE 7. Married [] Naver ‘Married [] [8. -DATE OF 8IRTH | 9 AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR

3 E ] ' . l - Widowed(J Divorced [ qo Months Days Hourn—rMin.

10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY}- 1, {City and.gtate or country) | 12. CITIZEN OF WHAT COUNTRY

duringggost of working life, even if retired), . . .
" HouAew - - sikle, Jdnd. usG
134. FATHER'S NAME h ot 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSRAND OR WIFE

____Jnank Segan. Unknomn. Henny Willioma,fec'd
15. WAS DECEASED EVER IN ULS, ARRED FORCES?

. I . 5. 18, SOCIAL SECURITY NO.. 1 17. INFORMANT Address
{Yes. no, or unknown)[ {If yos, give war or dates of . - . .
no none. mgno_
INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter only une tause per line
PART I. DEATH WAS CAUSED BY: - ONSET AND DEATH

IMMEDIATE CAUSE (a)

Conditions, If any, DUE TO (b)Y __A':S 3 ]_ J ,D

which gave rise to

above cause [a), : g . ’
A o “DUE 70 fc) / > A_ % - ; ' ..
PART 1l. OTHER SlGNIFICANT CONDITIONS CONTRIBUT!NG TO DEATH but not related to the terminal PART I3l. If deceased was femals was
disease condition given in PART | (a) . . there & pregnancy in last 90 days.
o !I:] Yes I O No l O Unknown
19. WAS AUTOPSY 3. CBENT 5U|IC]IDE HOMEI‘CIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)

PERFORMED?
YES 0 NO

T0c, TIME OF  Houf  Month, Day, Year |
ENJURY. a.m.
p.m.

“20d. ENJURY QCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK farm, factory, street, office bldg., e1c.)
NOT WHILE AT WORK [

- g Y ) — -',
a1, 1 atranded the decasted from__¢= = B be— LB and last saw S alive an iy 12 b’ >

Death occurred at. 5' nﬂﬂ m on the date stated above, and to lhe best of my knowledge, from the ceuses mred
225. SIGNATURE {Degree or titie] 22b. ADDRESS . ) 22c. DATE SIGNED

- Z . 1A 1a | 32243
URIAL, CREMATION, | 23b. DATE 3 . i (State)

VS 300
Rev. 4/ 59

DATE AMENDED

[
r4
ug
=
=
O
[0}
[a]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

EMOVAL (Specify)

‘H%ok— ADDRESS | q%’eeé&m'%g‘c
Canten Juneral Home,Jhayen, Mos |3 - & - &3

(Licensed Embalmer’s Statement on Reverse Side)

BY AFFIDAVIT O

ITEM NO.




STATEMENT BY LICENSED EMBALMER

13
v -

.| hereby certify that the body whose name is [ecorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. - ' /t - @
Student : i ) .- m

Signasture of Student Embalmer

Licensed Embalmer No _f/d'—/é

B P. O, Add.resg/%’zﬁ// @9&4-’;’1-9 . )1}/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leure to comply
with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
= If this body is not embalmed, fact should be so stated above.




